Introduction
This paper focuses on how nurses and legal partners meet the medical and legal needs of patients, who by their social determinants of health cannot afford access to health services in rural America. The objective is to review the progress of a nurse-led legal partnership that is meeting the needs of the underserved populations of a federally funded community health center in rural Appalachian America.
The paper aims to highlight the roles nurses play in ensuring a transformed health care system, with the help of trained legal partners who guide the collaboration to enforce the laws and the regulations that are set up to protect the health of the citizens in the state of Tennessee.
Medical-Legal Partnership History
The approach adopted by the medical-legal partnerships (MLP) is in line with the nurse-led model of care. The principles of the establishment are built around teamwork for the provision of comprehensive and robust clinical care to attend to the health of the patients and consequently improves their health. The motive is geared towards improving health care among the medically underserved and socially disadvantaged populations, which categorically distinguishes the nurse-led health care model from the more traditional health and public health models [1] .
According to Cohen et al. [2] , the MLP practically goes beyond just tending to the patients' sicknesses but also by addressing health disparities, addresses its social causes, including access to adequate food, housing, and income.
The first medical-legal partnership began in 1993 in Boston City Hospital now known as Boston Medical Center. The needs of the HIV/ AIDs community were the beginning of the program in conjunction with Harvard Law School. The true progression of medical-legal partnership began when the Chief of Pediatrics at Boston Medical Center hired an attorney to assist in addressing the pediatric social determinants of health such as poor housing conditions, limited access to food, and safety. It was the children's living conditions that was keeping them from recovering from childhood illnesses [3] .
In 2006, the National Center for Medical-Legal Partnership was formed at the Milken Institute of Public Health at George Washington University in Washington, DC. The Center aids health centers to develop a formal medical-legal partnership through technical assistance, a toolkit, and ongoing support. The Center has assisted 294 agencies in 41 states to establish medical-legal partnerships [4] .
Nurses in Health Care Legal Partnerships: The Integration
The Johnson City Community Health Center (JCCHC) was the first nurse-managed health center developed by the College. The clinic was started in March, 1990 specifically to meet the primary care needs of the homeless population of Johnson City and its surrounding rural Appalachian region [5] . The clinic grew from one part-time APN in a donated room at the local Salvation Army post in 1990 to a thriving primary care practice that today provides more than 30,000 primary care visits annually by a staff of four full-time and two part-time nurse practitioners. In 2004, JCCHC and Hancock County School-Based Health Centers received funding as a Federally Qualified Community Health Center (FQHC) (H80CS00840). FQHCs are funded under section 330 of the Public Health Service Act with the CON serving as a co-applicant with the community Governing Board. The Governing Board is charged with the overall management of the clinics through establishment of services, hours of operation, and fiscal accountability. As a co-applicant, ETSU retains responsibility for financial and personnel management. These clinics provide health care to underserved populations. They are obligated to provide services on a sliding scale fee, provide comprehensive care, have an ongoing quality assurance program, and have a governing board of directors. This funding helps to support the mission of meeting the needs for homeless, uninsured, underinsured, and migrant workers. Since receiving this funding, the clinic now has five sites; JCCHC is the primary site for adult and pediatric primary care, women's health and prenatal care, Hispanic migrant and settled residents, uninsured, underinsured, and patients who are insured through TennCare (Tennessee's managed Medicaid system) and Medicare. Services for homeless individuals and families are conducted at the Johnson City Day Center. At this site, social services, placement, substance abuse counseling, and APN delivered primary care are available. In 2011, the third site opened. A satellite clinic in public housing was established as a partnership between ETSU CON and the Johnson City Housing Authority. This clinic is striving to meet the needs of those in public housing, especially the elders, by providing on-site and in-home primary care. In the poorest county of the state that is over two hours away from the CON, the two Hancock County School-Based Healthcare Centers provide access to the county residents for care across the lifespan. The operational hours of these sites provide over 200 hours of access per week through extended and weekend hours. This clinic network serves predominately uninsured individuals. In 2016, 22% of patients seeking care were Hispanic compared to 12% Hispanic patients in community health centers across the state. In addition, 37% of patients seeking care at the Johnson City sites are uninsured. cannot. In recent years, TJC has focused primarily on advocacy related to health care and the state's Medicaid program due to challenges clients face in that area (see below). TJC helps clients navigate public programs, provides education and tools to health professionals to assist them to be better advocates for their patients, and serves as a bridge between policy makers, public officials, and healthcare leaders and the individuals served by those programs. TJC uses insights gained by serving individual clients to work for improved policies. TJC is in Nashville, five hours from the JCCHC (Figure1).
The East Tennessee State University College of Nursing (CON) nurse-led clinics had the opportunity in the fall of 2014 to apply for a competitive grant funded by the Kresge Foundation [6] to form a medical-legal partnership (MLP). The application was awarded January 2015 as one of two in the country who received $50,000 over a two-year period to establish the MLP. grant to advance a medical-legal partnership that addresses patients' health and economic stability. This grant allowed the JCCHC to collaborate with the TJC to address high priority social determinants of health needs that could not be answered by healthcare providers alone.
Needs of Population
JCCHC serves rural Appalachian and urban Johnson City, TN. Census.gov [7] reports the area population estimates for July 1, 2016 as 507,837. In the eight counties of service (Johnson, Carter, Unicoi, Sullivan, Washington, Hawkins, Greene, and Hancock), all counties but Washington have children living in poverty above the state average of 81%. Hancock County, the poorest county in the state, has 96% children living in poverty. Food insecurity, limited access to health and mental health providers, and commuting distance are high indicators of poor health [8] . Travel within the counties is primarily by two-lane mountainous roads.
There were two key barriers that had to be addressed: 1). professional barrier and 2). Cultural barrier. From the JCCHC and TJC partnership there were cultural and barriers between medical and legal language; unique challenges due to geographic distance; and resource limitations for both.
Investigation at JCCHC identified over 750 pediatric patients did not have health insurance. Yet the children were eligible for some sort of health insurance coverage. Many parents had issues with health literacy, trust, culture, and language barriers that are not unique to Appalachia but do represent many of the reasons identified for access to services for the children [9] . Unique challenges related to the state of Tennessee's Medicaid program include the following: 1). Tennessee is the only state agency in the nation that did not accept Medicaid applications directly--meaning the applications had to be processed through the federal Marketplace, which was not designed to screen for state-specific eligibility rules; 2). no working computer system to screen for Medicaid eligibility; 3). no in-person Medicaid application assistance from the state; 4). months long delays in processing of applications, even though state and federal regulations require a 45-day processing period for nearly all Medicaid applicants; 5.) no Spanish translated advocacy appointment form available on the Department of Health webpage; 6). enrollment in health insurance (Medicaid or Children's Health Insurance Program) for pregnant women often happened after delivery instead of at the beginning of pregnancy; and 7). Significant issues with the process that allows a patient to appoint an advocate to follow their application through the process, discuss with agency, and assist with problems.
Adapting a Successful MLP Model
The roles of the nurses have been essential in providing health care for the underserved populations in the United States and this has been in existence since the end of World War II.
Although it is known that the collaboration between social, legal, and health services have been in existence for some time, however, the apparent and formalized MLP was from Boston Medical Center's pediatric department in 1992. This in succession has led to the establishment of over 275 health institutions partnering clinical and legal professionals across the U.S. The Advanced Practice Registered Nurses (APRNs), specifically Nurse Practitioners (NPs) are poised to manage and ensure that over 1.5 million patients receive medical care annually. The location of the NMHCs is such that it serves the underserved, public housing developments, churches, schools, domestic violence shelters, and correctional facilities medical care [1, 10] .
While the integration has been key in addressing social and health care anomalies, the interdisciplinary team of lawyers and nurses in forming health care team also provide cost savings to the system and encourages better access for the patients thereby, improving the provider satisfaction [11] . The nursing code of ethics calls nurses to "practice with compassion and respect for the dignity, worth, and uniqueness of every individual, unrestricted by considerations of social or economic status, personal attributes, or the nature of health problems" [12] .
The Team
The organizational chart of the team described by the National Center for Medical Legal Partnership is depicted in Figure 2 [1, adapted] .
The team for the nurse-led MLP was similar but had the overarching support of College of Nursing administration and the interprofessional collaboration of the CHC and the TJC with the patient. (Figure 3 ).
Communication
The TJC is in Nashville, Tennessee, five hours from JCCHC. Most MLPs have their legal partner embedded at the practice site but the 
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limited expertise and resources in the Northeast Tennessee region did not allow JCCHC to have a local partner. During the initial implementation year of 2015, the legal and clinic staff met (in person and by phone/Skype) for discussion, training, and relationship building.
The team worked together to find an intersection of need with legal expertise. The TJC provided local and Webinar training workshop attended by the JCCHC team. These meetings provided the opportunity to have collaborative conversation with the TJC partners.
The team used tele technology for "office hours. " This is a standard form of communication used by the National Center for Medical Legal Partnership. The office hour provides the TJC advocate an opportunity to meet with patients "face-to-face" to discuss their needs and issues if they were not able to meet at the local level. This means of communication also allowed TJC advocates to address mediation of complaints or state non-compliance of regulations with the patient instead of the patient having to travel more than 10 hours' round trip to Nashville, Tennessee for the meeting. Because of TJC's existing relationships with state officials and the nature of the state's Medicaid appeal process, many relevant legal issues were resolved through correspondence between TJC and opposing counsel or state agency staff, rather than requiring attendance at an administrative hearing. While some patients were seamlessly referred to TJC for representation as MLP clients, often the clinic staff maintained the relationship with the patient and shared needed factual and demographic information with TJC, who pursued appropriate legal action.
Outreach
Outreach was both an internal and external process. For the internal process, informational tools for both providers, nurses, staff, and patients had to be developed. The information for patient was developed jointly and published in English and Spanish. The providers, nurses, and staff were provided formal education about the MLP that included the historical perspective of MLP and the mission and vision of the nurse-led MLP.
Best practice for medical-legal partnerships is an internal advocate to work directly with the patients [3] . The JCCHC and TJC team designed an innovative practice to mirror an internal legal consultant. This was accomplished by providing in-depth training for the Patient Advocate. The JCCHC Advocate was able to provide much of the support the patients needed without the TJC intervention unless mediation or litigation was indicated.
Referral
Getting the patient to the Advocate for services required a process for internal referral. The initial internal process was developed in paper format using the I-HELP™ screener [ Table 1 ]. The screener was originally published by Kenyon, Sandel, Silverstein, Shakir, and Zuckerman in 2007 [13] . The mnemonic IHELLP addressed six domains, income, housing/utilities, education, legal status/ immigration, literacy, and personal safety. The original questions were limited to 11 and were brief in context. As research into social determinants of health has grown, the needs to change the tool were identified. The National Center for Medical Legal Partnerships created a the I-HELP™ that is customizable to the patient population and setting. I-HELP™ is the mnemonic for income, education and employment, legal status, and personal and family stability. This tool was developed with the assistance of The Advisory Board Company without charge for their expertise. The tool is available for download on the public domain (http://medical-legalpartnership.org/screeningtool/) [14] . A guide to understand how the interconnectedness of the medical and legal professionals are in improving healthcare was developed by Marple [15] domains with an explanation of how legal services can be utilized and how these services can improve health. The CHC modified the tool to meet the needs of their population and translated the tool into Spanish. The tool can be self-administered, or the questions can be asked by the nurse or the healthcare provider (Figure 4 & Figure 5 ).
The process at the clinic was streamlined to quickly refer all children and pregnant women identified as uninsured by the clerical staff on registration to the patient advocate. The nurse and/or the nurse practitioner identified additional needs and made a referral via the electronic record. The Advocate sees the child with the parent or the pregnant mom at the time of the visit to introduce herself and to schedule a visit to enroll in the state plan. The process is embedded in the electronic medical record system as the has process become more defined.
Case management
Successful case management of the uninsured is known to reduce emergency room visits and hospitalizations [16] . Case Management: patient advocate and legal aid worked together to provide case management of the patient through the insurance enrollment process or other health grievance issues. Due to the direct case management at the clinic, only one case out of 165 was sent to the TJC for review for mediation payment assistance. In the year 2017 this number rose to 21 due to the shortened timeframe for enrolling in the TENNCARE program.
The work of Condliffe and Link [17] demonstrated the effects of socio-economic status on children's health. Those children living in low SES families had illnesses that often became persistent and chronic. Access to the State Children's Health Insurance Program is critical for long-term improved health outcomes. The financial impact to the clinic with just one annual visit with the newly enrolled patients is nearly $100,000 a year.
Addressing Policy Issues through Advocacy
The MLP also identified policy issues that impact vulnerable Tennesseans beyond those who intersect directly with the MLP as patient/clients. The MLP partners worked together to identify such issues, catalog information about the impact on patients to demonstrate the need for policy improvement and share with appropriate agency stakeholders to address.
Policy Issue 1:
Children's Health Insurance Plan (CHIP) HIPAA Policy. The state's CHIP contractor did not allow for a 3rd party to discuss an application with the agency and advocate for the child, even with appropriate authorization. However, the Health Care Finance Administration (HCFA) claimed forms used by the state would allow parents to authorize by signature a 3rd party to advocate for the child.
ACTION: The TJC engaged state HCFA counsel to address this issue. The state changed its policy and its contractor clarified its practice to recognize a 3rd party to advocate for a child when assigned by the parent. OUTCOME: Certified Application Counselors (CAC) and other enrollment assisters and advocates now can track applications through the state system. If the coverage has not occurred in 45 days, as required by law, he/she can address the issue with program administrators directly.
Policy Issue 2:
Prenatal Care. Prenatal care for uninsured pregnant women was available at Community Health Centers across the state but the necessary care was not being delivered due to the laborious enrollment process.
ACTION: A data collection process was developed by the CAC, to clarify the issue. The data was collected from 26 community health centers across the state to verify if the enrollment process and time from enrollment to approval was preventing access to prenatal care. The data was collected from 99 CACs and authenticated the issue. The evidence was shared with the Tennessee Department of Health and the CHIP program administrators for review by the TJC. OUTCOME: Presumptive eligibility is now established for uninsured pregnant women to receive CHIP coverage that provides immediate access to paid prenatal care (Tennessee Presumptive Pregnancy).
Policy Issue 3:
Access to appropriate language consent forms. The state's Medicaid program, TennCare, only provided consent forms in the English language on-line. The process to receive the form in a separate language required the individual to write a letter to the state and request the form in their language to be sent to them. This process was inefficient and untimely.
ACTION: The CHC CAC, contacted TennCare to express the imperative need for multilingual downloadable forms to be available on the state's website. OUTCOME: Forms were placed online which eradicated barriers that were created by the lack of multilingual consent forms.
Discussion
Wagnerman, Chester, and Alker [18] research on the linkage between accesses to healthcare coverage for pregnant women results in better health outcomes in adulthood for their children. The results were dramatic for decrease in hospitalizations for health-related endocrine, metabolic, nutritional, and immunity disorders. Their observations when limited to just diabetes and obesity hospitalizations demonstrated greater than 9% reduction. Other areas impacted by access to health insurance by children included decreased healthcare utilization as an adult, decreased self-reported disability and early mortality. The other social determinant of health that having insurance as a child education; college education is a higher probability. The high costs of healthcare are spared by those with state supported health insurance for children. The families are more economically secure and less likely to be affected by financial issues. The myth that children on state supported insurance programs will go on to have children to continue these programs was dispelled by Wagnerman, Chester, and Alker. Their research suggests these children become self-sufficient as adults and the government recoups 56 cents of each dollar spent for health care insurance. Through the nurse-led MLP 450 children and 168 uninsured adults received health insurance.
The nurse-led MLP has impacted not only patient lives at JCCHC but changed policy across the state that has impacted thousands. Access to healthcare matters. Addressing this one social determinant of health assists healthcare providers and patient advocate to identify other social determinants of health impacting the lives patients and their families. While the focus of TJC is on health insurance, JCCHC is now working to partner with other legal services to address issues such as immigration, housing, domestic abuse, economic disparities, and other social determinants that prevent the community from healthy living.
